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Collaboration between home care staff, leaders and care partners of older people with 
mental health problems: a focus on personhood 
 
Aim: To explore home care staff and leaders’ experiences of collaborating with care partners 
of older people with mental health problems through a personhood perspective. 
Background: Collaboration with care partners is a political aim in recent white papers in 
Norway and internationally. Home care services regularly work closely with care partners, but 
there are many indications that the collaboration does not work satisfactorily.  
Methods: The study had a qualitative design and comprised eight health professionals in two 
focus groups and in-depth interviews with three leaders in one home care district. The data were 
analysed using a thematic framework analysis building on previous research on personhood. 
COREQ reporting guidelines were used to ensure comprehensive reporting. 
Results: Four themes were identified in the analysis: ‘Non-negotiated relationships’, 
Contradictory agendas’, ‘Weak paternalism’ and ‘Moral compromise’.  
Conclusion: There seems to be a lack of facilitation of collaborative relationships through all 
levels of the home care organisation. The interactions between care partners and home care 
staff sometimes appear to produce low or negative levels of emotional energy, and situations 
where the personhood of neither of them is respected occurs. Paying attention to the four modes 
of being as a framework for understanding personhood, creates the foundation for a person-
centred approach that enhances the potential of creating stronger partnership in care 
relationships.  
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Introduction 
Home care services have gained an increasingly important role in primary care over the last 
decades (1, 2). Home care staff work closely with care partners, but there are many indications 
that the collaboration does not work satisfactory (3). Although there is a lot of general 
knowledge in this field, little is known about the collaboration between care partners of older 
people with mental health problems and home care services (4). The knowledge that exists, 
however, suggests that care partners of older people with mental health problems are similar to 
the care partners in other caring situations in that they have a need for information, shared 
decision making, and support services, and that these are often not considered (5, 6). Recent 
white papers in Norway emphasize collaboration with care partners (7, 8). In order to enable 
partnership working as a foundation for collaboration between home care services and care 
partners of older people with mental health problems, knowledge about existing collaboration 
is needed. This paper will explore home care staff and leaders’ experiences of collaborating 
with care partners of older people with mental health problems through a personhood 
perspective.  
 
Background 
The Norwegian Coordination Reform has placed a focus on coordination and collaboration 
between primary and specialist levels of the Norwegian healthcare system (91). In the report in 
which the Coordination Reform is grounded, the efforts of care partners are recognised, and 
better interaction with care partners is a goal (9, p. 57). This correlates with a general 
contemporary political focus on care partners worldwide (7, 8). It might be said that a 
‘coordination reform’ is in progress in most industrialised countries, and that the common 
thread between them is a greater emphasis on primary healthcare (10) provided in local 
communities. In Norway, as more health tasks are transferred to the municipalities, home care 
staff are taking on more complex tasks and assuming greater responsibility. Accordingly, an 
increasing number of older people are receiving necessary healthcare in their own homes, which 
again affects the lives of care partners (11). More responsibility is being placed on care partners 
and the private sphere of home and everyday life is being broken down through continuous 
visits from many different home care staff members – for many, on a 24-hour basis (12). It has 
                                                        
1 Provides an English summary of the reform. 
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been stated that municipalities should offer individually tailored support, relief, training and 
guidance to care partners (8), but research suggests that both older people with mental health 
problems and their care partners receive poor attention from the municipal health care system 
(13). Research also shows that home cares services do not involve care partners sufficiently: 
there is a lack of communication and few or no routines for collaboration exist between home 
care and care partners of older people with mental health problems (14).  
 
The term ‘mental health problems’ cover a wide range of conditions where the most common 
diagnoses are depression and anxiety disorders (15). Several older people are affected by these 
disorders, but receive restricted governmental help (4, 13). Health care is often first offered 
when a somatic disease occurs, which means that care partners may have provided care for 
years without help. When home care services initiate health care, the mental health needs of the 
person are often not prioritized (5, 13) and thus remain the care partners’ responsibility. When 
these persons get insufficient help, this also affects their care partners (4, 5). The relationship 
between formal and informal care has been conceptualised in different ways (16), 
conventionally in a perspective about how professionally registered carers (home care staff) 
and un-registered carers (the care partners) collaborate in meeting needs, clarifying roles and 
agreeing responsibilities (17, 4). This study offers a new approach, where the home care staff 
and leaders’ experiences of collaboration with care partners of older people with mental health 
problems are explored through a personhood perspective. This approach to the research adopts 
a philosophical position of whole equal partners of all persons in the provision of services and 
meeting individual care needs.  
 
Personhood 
Worldwide, person-centredness has been established as a strategic focus in healthcare policy 
and in professional practice (18). The concept of ‘person’ or ‘personhood’ is central to person-
centredness and the concept of person and its implications for how people should be treated 
embraces several disciplines and has been debated for centuries (19). Attributing the title of 
‘person’ entitles the holder to certain moral, ethical and legal rights. Attributes such as cognition 
(intelligence, rational decision making), the capacity for understanding/speaking language, 
consciousness, free will, creativity, the ability to make moral judgments, self-awareness and 
the existence of a soul have been suggested (20, p. 23). Whether one is considered to be a person 
or not is central in controversial morally challenging issues, such as the death penalty, abortion 
and euthanasia. However, whilst these issues are major societal dilemmas, in the provision of 
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healthcare, consideration of the status of persons also effects the ways in which healthcare is 
designed, delivered and received and these same attributes need to be considered. Entwistle and 
Watt (19) argue that the status of patients as persons is fundamental to person-centred care and 
is best articulated through an ethical focus on patients being treated as ‘persons’.  
 
The study reported on in this article is based on a framework developed by McCormack (21), 
which in turn is based on Kitwood's definition of personhood: 
 
a standing or status that is bestowed upon one human being, by others, in the context of 
relationship and social being. It implies recognition, respect and trust. Both the 
according of personhood, and the failure to do so, have consequences that are 
empirically testable. (22, p. 8) 
 
Through this perspective comes the understanding that having an awareness of the concept of 
personhood affects how people relate to each other. However, we need to exercise caution when 
positioning personhood through a relational perspective. If a person’s personhood is dependent 
on recognition by others, then clearly this poses potential limits on personhood as an absolute 
moral value. Numerous situations can be identified wherein one person does not engage in a 
morally equal relationship with another and thus erodes the other’s personhood/status as a 
person. 
 
The four modes of being 
McCormack (21) claimed that Kitwood’s definition of personhood could also be seen as a 
definition of person-centredness. Out of the definition, McCormack extracted four core 
concepts, which he argued, are at the heart of person-centred nursing: being in relation, being 
in a social world, being in place and being with self (21, p. 33). These concepts were used as 
the foundation for the analytical framework in this study, with a particular focus on personhood. 
In this study, person-centredness is seen as the operationalizing of personhood, and the 
relationship between the two concepts can be seen in Table 1. These concepts are presented as 
the starting point for the study. 
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Being in relation 
Being in relation is about the importance of relationships and processes that help achieve 
therapeutic outcomes (23). Traditionally, the nurse–patient relationship has been regarded as 
the central focus, but there is an increasing awareness of the care partners’ role in this 
relationship (24, 25). In this study, ‘being in relation’ is used to shed light on all relational issues 
between care partners and home care staff.  
 
Being in a social world  
Biography, a person’s life story, is a key word when it comes to being in a social world. Having 
an understanding of the person’s context, background, values and preferences lays the 
foundation for a caring relationship that nurtures individual personhood (21) and also highlights 
the central role of care partners. Furthermore, a biographical approach has been found to 
support the development of care partner–care staff partnerships (26). This connects with the 
social set up for care delivery and the care partners’ context in this study.  
 
Being in place 
According to McCormack and McCance (18), the influence that physical place has on the 
overall care experience for patients is increasingly recognised but still under-researched. They 
argue that the qualities of the environment in which care is provided have an impact on the care 
experience, and that the emotional connections people have with places should therefore be 
taken into consideration (18). Transferred to this study’s context, ‘being in place’ concerns how 
home care staff pay attention to place and environmental factors.  
 
Being with self 
This concept places emphasis on respect for values. Insight into what patients and their care 
partners value and how they make sense of the things that happen to them form the foundation 
for negotiated decision-making (21). McCormack and McCance (18) suggested that care staff 
need to have an awareness of ‘self’ and how their own values and beliefs can impact on 
decisions made about a patient’s care and treatment (23, p. 31). This is also applicable to care 
partners. They are affected by how their values are respected in the care process and to what 
extent they are involved in decisions that concern themselves, the patient and their shared 
homes. The connection with this study lies in the way the data gives voice about values, shared 
decision making and awareness of the self.  
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Table 1. Schematic overview of the link between the framework and the study, and steps in the 
analysis.  
 
Analytical Framework 
 
 
The Steps of Analysis 
Concept 
Person-
centredness2 
(Codes) 
Link with 
Kitwood’s 
Definition 
of 
Personhood 
Link with 
this Study 
(Descriptions) 
Analysis -  
Leaders 
Analysis -  
Staff 
Analysis -  
Leaders/Staff 
Merged 
Themes 
 
Being in 
relation 
 
Persons exist in 
relationship 
with other 
persons 
 
Relationships on 
micro level, 
between leaders, 
homecare staff 
and care partners 
  
Asymmetric 
relations  
 
Lack of 
standardisations 
 
Unspoken  
expectations 
 
Asymmetric 
relations  
 
Unspoken 
expectations 
 
Non-
negotiated 
relationships 
 
Being in a 
social world3 
 
Persons are 
social beings 
 
The social setup 
framing the 
collaborative 
relationships, and 
how the care 
partners’ context 
is understood  
 
Lack of 
recognition of 
the care 
partners’ social 
set up 
 
Operating in 
different social 
worlds 
 
 
Organisational 
factors limit 
involvement 
 
To be treated 
as a person 
 
Operating in  
different social 
worlds  
 
Acknowledgement 
of personhood 
 
Contradictory 
agendas 
(organisation-
staff-care 
partners) 
 
 
Being in place 
 
 
Persons have a 
context through 
which their 
personhood is 
articulated 
 
The arena for the 
care relationships 
and environmental 
factors 
 
Paternalistic 
attitudes  
 
Leaders as 
mediators 
 
 
Bureaucratic 
processes 
 
Leaders as 
mediators 
 
Weak 
paternalism  
 
Being with self 
 
 
 
Being 
recognised, 
respected and 
trusted as a 
person impacts 
a person’s 
sense of self 
 
The espoused and 
lived values. How 
the individuals are 
understood as 
persons. Roles 
and understanding 
of roles 
 
Contradictions 
between 
espoused and 
lived values 
 
Working with 
values 
 
Building trust 
Customised 
care 
 
 
Contradictions 
between espoused 
and lived values 
 
Working with 
values and 
building trust 
 
Moral 
compromise 
                                                        
2 21, p. 33. 
3 In further developed versions of the four modes of being (18, 23), the term ‘social world’ has been changed to 
‘social context’. The original term is used here to prevent confusion between being in a social world and being in 
place, as both in different ways concern context. 
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THE STUDY 
Aim 
The aim of this study was to explore home care staff and leaders’ experiences of collaborating 
with care partners of older people with mental health problems through a personhood 
perspective. The focus is thus on collaboration in a personhood perspective, and not on 
collaboration per se. The study aimed to answer the following research question: 
How can a focus on personhood help to make sense of the nature of the collaborative 
relationship between home care staff, leaders and care partners?  
 
Methods 
The study took a qualitative approach and was based on the consolidated criteria for reporting 
qualitative research (COREQ) reporting guidelines (27). The data were analysed using 
Framework Analysis (28) building on previous research on personhood (21).  
Participants 
The setting was one rural home care district located in the south-eastern part of Norway. 
Initially, two information meetings were held. The participants were informed about the goal 
of the project, and were introduced to basic theories of person-centred healthcare, as this was 
an underpinning approach in both the study and the research process. After the information 
meetings, 11 people signed up for participation in the study; three leaders to in-depth interviews 
and eight home care staff members to focus group interviews4. The three leaders agreed to 
participate during the meeting, while the home care staff who wanted to participate gave notice 
to their leader shortly after. All who wanted to participate in the study were included. In-depth 
interviews were chosen for the leaders due to the asymmetric power relations between the 
leaders and home care staff. Characteristics of the participants are presented in Table 2. 
Table 2. Demographic characteristics 
Participants  N = 11 
Age  Range 25–65 
Sex Male 0 
Female 11 
                                                        
4 No further detail on the mix of professions in the two focus groups are provided in order to protect the 
anonymity of the participants regarding their co-workers. 
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Profession Nurse 4 
Nurse 
assistant 
4 
Leader 3 
Years of experience in 
home care services 
Range 1–28 years 
 
The inclusion criterion for participation in the study was employment in home care services as 
either care staff or leader. 
 
Data collection 
The study comprised eight health professionals in two focus groups and in-depth interviews 
with three leaders in home care services. The interviews were conducted in the home care 
services office. The focus groups interviews were based on Malterud’s (29) approach, which 
intends to stimulate discussion and bring out different perspectives through the group dynamic. 
The participants were encouraged to talk freely together about the asked questions, in which 
they did. It often is recommended that focus groups are led by two persons, a moderator and a 
secretary/observer (29), however, this was not done in this study. The focus groups were 
relatively small, with four participants in each, and it was considered that the presence of two 
researchers could inhibit the discussions. Thus, the main author moderated the discussions and 
did observations that were written down shortly after the interviews. Two interview schedules 
were prepared, one for the focus group interviews, and one for the in-depth interviews, with 
some similarities, see table 3 for examples of the asked questions. However, there was 
flexibility to explore issues that came up in the interviews and follow-up questions were 
frequently used. The interviews lasted approximately one hour and were audio‐taped and 
transcribed verbatim.  
 
Table 3. Examples of questions in interview schedules 
Focus group interviews In-depth interviews 
What do you think when you hear the terms care 
partner collaboration? 
What do you think when you hear the terms care 
partner collaboration?  
How do you experience the collaboration with 
care partners? 
How do you experience the collaboration with 
care partners? 
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In which way do you think home care can support 
care partners? 
How often are you in touch with care partners? 
What kind of care is given to care partners? What formal routines do you have for 
collaboration with care partners? 
 
Data analysis  
The data were coded and analysed according to the framework method (28) (Table 4). This 
method belongs to a wide-ranging group of analysis methods often labelled thematic analysis 
or qualitative content analysis. In this study, the initial codes were developed deductively from 
an existing theoretical framework (21), while the themes were grounded in the pre-defined 
codes but further developed inductively.  
 
 
Table 4. The framework method analysis process 
 
The framework method analysis process 
 
Transcription 
Verbatim transcription of the interviews was completed. 
 
Familiarisation with the interview 
The interviews were read and reread by the first and last author (C. A-H & S. T). The other authors 
(B. M & K. S) read a large selection of key quotes from all the interviews. The first impressions of 
the data material were discussed, and all members of the research group became familiar with the 
data. 
 
Coding 
The codes were pre-defined based on the research question and the theoretical framework of 
McCormack (21). This stage constituted the deductive part of the analysis. The code manual consisted 
of four code categories (being in relation, being in a social world, being in place and being with self).  
 
Developing a working analytical framework 
In this stage, a description of how the codes should be translated into this study’s context was drafted. 
After a discussion in the research group, the first author formed the final descriptions of the links 
between the codes and the current study (Table 1). A set of questions, based on literature on ‘the four 
 10 
modes of being’ (18, 21, 23) was outlined to help extract meaning from the data material (Table 4). 
Together, this formed the analytical framework.  
 
Applying the analytical framework 
The next step was to apply the analytical framework to the transcripts, where appropriate codes were 
applied to meaningful passages of the text.  
 
Charting data into the framework matrix 
Once all the relevant data were identified with a related code, they were put into a matrix as verbatim 
meaningful passages of the text. These passages were then summarised and abstracted at the end of 
all columns. The summaries were divided into two categories: factors that help and factors that hinder. 
The latter procedure was a suitable tool for gaining thorough insight into the material.  
 
Interpreting the data 
The abstracted material from all the leaders and staff was merged before the final generation of 
themes. Both the theoretical framework and the inductive process that generated new concepts from 
the data influenced the generation of themes. In accordance with Gale, Heath, Cameron, Rashid 
and Redwood (28), different ideas were discussed within the research team with the goal of getting 
beyond individual cases in order to develop themes. 
 
 
Table 5 illustrates the questions that were used to extract meaning from the data material. It is 
worth noting that even though this has been described as a linear procedure, the actual analysis 
was a cyclical process, characterised by back-and-forth movement between the different stages.  
 
 
Table 5. Illustration of questions used to extract meaning from the data material 
Being in relation Being in a social 
world 
Being in place 
 
Being with self 
1. How do care 
partners and home care 
staff nurture their 
relationship?  
 
 
1. What is the social 
set up of the care 
delivery for the care 
partner? 
 
 
1. How do the care 
partners and home care 
staff pay attention to 
place and 
environmental factors? 
 
1. What do the data tell 
us about beliefs and 
values; to what degree 
is there awareness of 
‘self’? 
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2. What are the 
relational issues? 
 
2. What efforts are 
made to understand 
the care partner’s 
context and assess 
what is of importance 
to each person? 
2. How are the power 
relationships 
articulated? 
 
2. What do the data tell 
us about shared 
decision making? 
 
3. Are the relations 
based on mutual trust 
and mutuality, and are 
they non-judgemental? 
 
 3. What are the 
organisational values, 
systems of decision 
making, staff 
relationships and 
organisational 
systems? 
3. Are there 
commonalities 
between the values of 
care partners and care 
providers? 
 
 
 
Preunderstandings 
This current study was completed as the first author's PhD research. Three of four members of 
the research group have a professional background in home care services. This enabled a 
comprehensive understanding of the general conditions experienced by home care staff, but the 
preunderstandings could significantly affect the exploration of the data material. In order to 
reduce the risk of bias, awareness of this concern was an important prerequisite throughout the 
research process. The first author wrote down personal reflections regarding her 
preunderstandings, and discussed them with the research group. Furthermore, a transparent 
presentation of the research process was sought. The research groups’ main preunderstanding 
was that care partners have received scarce attention from home care services. The main 
prejudice was that the collaboration between home care services and care partners is not 
working optimally.  
 
Ethical consideration 
The project was reported to the Norwegian Centre for Research Data (NSD). Permission to 
conduct the study was provided by the head of the home care services, and the further consent 
process was guided by the principles of the Helsinki Declaration (WMA). Information about 
the project was provided in both oral and written form and included participant anonymity and 
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confidentiality, as well as the participants’ right to withdraw from the study at any time for any 
or no reason. All the participants gave their written consent. The data material was treated 
according to NSD’s recommended procedures.  
 
FINDINGS 
The findings are presented according to the four modes of being (21), with themes, in Table 6 
below. 
 
Table 6. Findings  
Themes 
 
Being in relation 
 
Being in a social world 
 
Being in place Being with self 
 
Non-negotiated 
relationships 
 
Contradictory agendas  
 
 
Weak paternalism 
 
Moral compromise 
 
 
1. Being in relation - Non-negotiated relationships 
The relationships between the care partners, home care staff and the leaders can be characterised 
as asymmetric. The top manager illustrates this when talking about the leaders ‘under’ her, and 
“my department leaders”: 
 
Obviously, if the leaders, my department leaders, do not focus on interacting with these 
care partners, then team leaders and other nurses and healthcare workers will not have 
the same focus either (...) As a top leader, I have to make sure that I have department 
leaders under me who do their job. (Leader 2) 
 
One participant labelled the organisation as hierarchical, which can also be seen as an 
expression of asymmetry in the relationship between colleagues with different professions 
whereby the nurses ranked higher than, for example, an assistant nurse:  
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I also think it's too ... (...) a bit hierarchical because it's like, it is the nurses who have 
to fix things. (Leader 3) 
 
The quote indicates that the nurses have a superior responsibility within the organisation, 
without this necessarily being a stated strategy, but more of a way in which the work is 
organised on a daily basis.  
 
When the staff talked about the relationship with care partners, it was mainly in positive terms, 
and disagreements seemed to stem from unspoken expectations: 
 
they do not quite understand how we work, and then they think perhaps that we can get 
there (laughing) immediately ... like in two minutes ... yes, preferably we should have 
been there yesterday. (FG2, staff member 3) 
 
However, the staff were self-critical when it came to continuity in their work, the lack of a 
systematic approach towards collaboration, and the lack of information and education.  
 
 
2. Being in a social world - Contradictory agendas  
When the leaders and staff talked about topics related to this theme, the focus was mainly on 
their own social worlds. It appears that there was a lack of understanding for the care partners’ 
world, despite their services often taking place in the care partner’s own homes. The care 
partners were ‘invited in’ for collaboration, while the organisational factors placed significant 
limitations on the collaboration. This concerns for example, the ability of staff to fully enter the 
care partners’ world and to meet them as equal partners in a collaborative relationship: 
 
You know, the care partners have expectations, and deep down inside you really want 
to help, but then you have the commitments (to the organisation), which can be difficult 
for the care partners to understand. (FG1, staff member 3) 
 
To be treated as a person was a recurring topic. These reflections seem to deal with the dividing 
line between the home care staff as professional practitioners (objects) and as persons behind 
their titles (subjects). One example of this is how the home care staff expressed that it was easier 
to be service-minded towards positive care partners: 
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Most of the time, the care partners are very, very happy with us and of course then we 
perhaps put in a bit more effort, a little bit extra you know, as you grow a bit when you 
get some positive feedback. (FG2, staff member 2) 
 
Opposite, negative feelings were also felt in the meeting with care partners. One home care 
staff member compared this experience to being used as a garbage can: 
 
It's often like that when they get tired, that's the way.... You're a garbage can. (FG1, 
staff member 1) 
 
However, the home care staff also showed understanding towards the more negative attitudes 
among care partners, but appreciated an explanation or apology for these attitudes. 
 
 
3. Being in place - Weak paternalism  
The main relational role of the leader in home care services seemed to be as a mediator between 
staff and care partners. A common procedure was that the leader stepped in when challenging 
situations occurred between care partners and staff: 
 
They (the staff), have to go out and try themselves. But if there is uncertainty, things 
that are difficult or can be uncomfortable, then I think it's natural that I contribute as a 
support, if they want it. And if there are things I feel I cannot grasp or see the context 
of, I have also gone home (to the patients/care partners) myself. (Leader 1) 
 
This quote can also be seen as an expression of paternalism, a father-like leadership style where 
authority is combined with concern and consideration (30). Regarding the collaborative 
relationship between leaders and care partners, contours of a power relationship can be seen 
whereby the leaders had a high degree of authority when it came to decision-making processes: 
 
So here it is the total package that determines whether we feel it is appropriate to 
provide respite in the home (....) if we believe it is correct then the respite is given at the 
nursing home (Leader 2) 
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This quote illustrates how it is decided whether respite care would be provided at the nursing 
home or in the patients’ home. Furthermore, a member of the home care staff expressed that 
she did not wish to collaborate with care partners when caring for the patients:  
 
Sometimes I think that it would be very nice if the care partners could go out, go away, 
take a trip somewhere so we can get the job done in peace. (FG2, staff member 4) 
 
Others in the focus group agreed to this statement. The staff also signalled through their 
attitudes in some situations that they were superior care partners and had overall responsibility 
in decision-making processes.  
 
 
4. Being with self - Moral compromise  
Both the leaders and staff talked warmly about the importance of a value-based collaboration. 
However, there seemed to be dissonance between this espoused value and the lived values in 
many situations. The recipe for a successful relationship was acknowledged, but its 
implementation seemed to be a challenge: 
 
I think it's important that we talk about attitude, important to all (...) how to behave in 
a home towards care partners (…) Yes, and I think we have a long way to go (...). 
(Leader 3) 
 
This quote also illustrates that there was an awareness of shortcomings in this area. However, 
there was also an attitude that the care partners asked for too much from the home care services: 
 
We often find that they may ask for a bit too much and it is more about them, that they 
are anxious, they do not feel safe but as I say, we are the professionals who must 
understand why they react as they do (…) (Leader 2) 
 
What was prominent, was the willingness to work with values. Nevertheless, it appears that the 
organisational framework did not facilitate the exercise of the profession in accordance with 
the values of staff and their preferences: 
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I just have to think that now I'm here, now I have to do what I'm going to do here, then 
you run out or I run out (...) you can’t do it any other way, it’s just the way it is. (FG2, 
staff member 4). 
 
This quote illustrates how time constraints place limitations on the degree of involvement that 
was possible for the home care staff. Several times in the interviews there were also expressions 
of things home care staff wanted to do, like making coffee or sitting down for a chat, but which 
had to be excluded due to organisational rules and/or lack of time.  
 
 
DISCUSSION 
The themes identified in the analysis all represent the complexity of collaborative relationships. 
This raises some significant issues related to the nature of collaboration and the importance of 
acknowledging personhood for both care partners and home care staff.  
It is argued that organisational culture is fundamental to person-centred care (31). However, the 
analysis suggests that person-centred values are not strongly embedded in home care services. 
The way leaders talk about their relationship with both the staff and the care partners is 
characterized by paternalism, and not in ways that reflect person-centred values. Furthermore, 
both the leaders and staff talked warmly about collaboration with care partners but it seems like 
this was espoused and not transformed into action on a daily basis. If the personhood of the 
home care staff is not respected in their work culture and context, it can be difficult to advocate 
these values in meetings with both care partners and patients (18). Some of the staff expressed 
a willingness to provide more care for the care partners, whereas others thought they were 
asking for too much. Regardless of the approach, the result was the same: the care partners were 
left in the shadow of the patients, without a recognised role in the interaction. Bonding between 
people depends on mutual trust, which is usually connected to emotional and intellectual ties 
(32, p. 11). This can be seen in the light of Collins’ interaction ritual theory (33). The theory 
focuses on the importance of interaction rituals, emotional solidarity and the concept of 
emotional energy (EE) (34). According to Collins (33), EE is ‘…a continuum, ranging from a 
high end of confidence, enthusiasm, good self-feelings; down through a middle range of lesser 
states, and to a low end of depression, lack of initiative, and negative self-feelings’ (p. 32). We 
connect the four modes of being (21) with Collins’ interaction ritual theory (33), in order to 
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offer a potential rationale for ineffective collaboration between care partners and home care 
staff.  
The first mode of being, being in relation, can be seen as fundamental for developing a well-
functioning collaboration. How people are met and recognised in relationship with others 
concerns how their personhood is respected (23). Honneth (35) claimed that a person's 
normative self-image is dependent on being confirmed by others, and that recognition is a 
fundamental need for all people. This also applies to home care staff. Entering a professional 
role does not mean that the need for recognition and emotional connection is automatically set 
aside (36). However, when there are scarce interactions between home care staff and care 
partners, to establish mutual relationships based on trust and respect for each other’s 
personhood is challenging. If the emotional connection is absent it can be difficult for the staff 
to develop real emotion through “deep acting” while interacting with the care partners, which 
results in the use of “surface acting” (36, 37). This may lead to a display of empathy that is 
“effectively deceptive and can be dehumanizing for both parties” (37, p. 37). As a result, this 
can produce negative emotions and/or low levels of emotional energy: the care partners can feel 
unworthy of natural empathy, and the home care staff can feel guilt and shame for not being 
able to produce authentic empathy (33, 36, 37). As we can see from the analysis, little is done 
to nurture the relationship between home care staff and care partners. There are few signs of 
the relationships being based on mutuality and trust, and there is a high probability that low 
levels of EE are being produced in their meetings. If the core values of "being in relation" is 
not established in the relationship, we can see a cumulative, negative effect impacting on the 
remaining modes of being, as is argued here.  
In the next mode of being, being in a social world, we can see in the data how there was limited 
care delivery for the care partners and few efforts were made to understand the care partner’s 
context and assess what was of importance to each person. Based on a challenging or non-
existent relationship it is difficult to have an understanding of the care partners’ context, 
background, values and preferences. When the first mode of being is not established, this can 
hinder access to the care partners’ life world. The consequence is again possible low levels of 
EE. The same can be assumed to happen when it comes to being in place. When there is no 
established relationship with the care partners and the staff have limited access to their life 
world, it can be difficult to have an understanding of the importance of place. One result of this 
can be seen in the data; some of the home care staff wanted the care partners to leave their own 
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house while they were providing care to the patient. Human beings feel attracted to successful 
encounters and avoid, where possible, encounters where unsuccessful interaction rituals are 
expected (33, 38), and by avoiding meeting the care partners, the home care staff could avoid 
getting low levels of emotional energy. Regarding being in place, it was also seen how one of 
the leaders claimed that it was up to the leaders to decide where it was appropriate to offer 
respite for the patients. The care partners were not a part of this decision, despite the matter of 
place most likely had an impact on their daily life. This can be seen as a devaluation of the 
importance of both the concept of place and inclusion of care partners in decision-making 
processes. The last mode of being, being with self, emphasizes how recognition, respect and 
trust impacts a person’s sense of self (22). It is reasonable to conclude that if the previous 
categories are not realized, it will be nearly unmanageable to create a ‘negotiated’ approach 
between the staff and care partners, characterized by recognition and trust. Situations may then 
appear where the personhood of neither of the parties are respected, and the emotional levels 
are in danger of not only getting drained, but also turning negative. 
Whilst Collins’ theory helps to provide a rationale for ineffective collaboration and lack of 
respect for personhood, it is argued that Collins’ theory lacks a dimension (34). Boyns and 
Lurey (34) believe that since Collins focused primarily on positive emotional energy, the model 
lacks an expression of ‘the ritual dynamics of the dark-side of emotional experiences’ (34, p. 
149). They asked what kind of energy is produced on the basis of negative emotional 
experiences and launched the idea of negative emotional energy (EE-), where low levels of EE- 
result in feelings like avoidance and irritation. This challenge by Boyns and Lurey resonates 
with the findings of this study. We can see how some of the interactions between home care 
staff and care partners contributed to draining EE and generating EE-. In applying this to the 
four modes of being, it can be said that EE- is “the skunk at the picnic”: If it occurs in the 
establishment of the relationship between home care staff and care partners, the emotions that 
EE- generates will make it difficult to achieve success in the other modes of being. To form the 
base for a good, equal relationship, it should be acknowledged that both home care staff and 
care partners are moral equals, who need to be respected and to have the opportunity to gain 
energy in their meetings (37, 39).  
CONCLUSION 
This study set out to answer the question of whether a focus on personhood could help make 
sense of the collaborative relationship between home care staff and care partners. The results 
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illustrate the complexity of this phenomenon. There seems to be a lack of facilitation of 
collaborative relationships through all levels of the home care organisation. The interactions 
between care partners and home care staff appear to frequently produce low or negative levels 
of emotional energy, and situations occur where the personhood of neither parties is respected. 
Paying attention to the four modes of being through a person-centred approach increases the 
potential of creating stronger partnerships in these care relationship. In turn, this can lay a 
foundation for interactions between leaders, home care staff, care partners and patients that 
generate positive EE.  
 
LIMITATIONS 
Our study has some limitations that should be acknowledged. First, in the analysis process it 
was occasionally difficult to distinguish between whether the participants talked about care 
partners of older people with mental health problems, or care partners in general. However, we 
see this as a finding in itself: care partners of older people with mental health problems are not 
visible in the care landscape. It confirms and reinforces the need for more research in this field. 
Second, the data is collected in one home care district. If several districts were included, other 
aspects might have been covered. Third, due to the design of the study, the results cannot be 
generalized, but we do believe they have transferability to other contexts. However, the results 
can help to see relational aspects between care partners and home care services from a new 
perspective, regardless of the diagnoses of the patient.   
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